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Lin Dee Hokanson

Idaho Falls Recovery Center
1957 East 17™ Street

Idaho Falls, ID 83404

Dear Mr. Hokanson:

This is to advise you of the findings of the Medicaid/Medicare Licensure survey of Idaho Falls
Recovery Center, which was concluded on January 23, 2007.

Enclosed is a Statement of Deficiencies/Plan of Correction form listing State licensure
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the
following manner:

1.  Answer the deficiency statement, specifically indicating how the problem will be, or
has been, corrected. Do not address the specific examples. Your plan must describe
how you will ensure correction for all individuals potentially impacted by the
deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the
system to ensure compliance is achieved and maintained. This is to include how the
monitoring will be done and at what frequency the person or discipline will do the
monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4.  Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
February 14, 2007, and keep a copy for your records.
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Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208)334-6626.

Sincerely, | |
B ot 2 .~

PENNY SALOW SYLVIA CRESWELL "

Health Facility Surveyor Supervisor

Non-Long Term Care Non-Long Term Care
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No deficiencies were cited during the Medicare
recertification survey of your hospital. idaho Falls
Recovery Center is in compliance with the
requirements of 42 CFR 482, Conditions of
Participation for hospitais. The surveyors
conducting the Medicare recertification survey
were:
Penny Salow, R.N., H.F.S., Team Leader
Rae Jean McPhillips, R.N.,, HF.S.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made available to the facliity. If deficiencies are cited, an approved plan of correction is requisite fo continued

program patticipation.
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Initial Comments

The following deficiencies were cited during the
State licensure survey of your hospital. the
surveyors conducting the State licensure survey
were:

Penny Salow, R.N., H.F.S., Team Leader
Rae Jean McPhillips, R.N., H.F.S.

16.03.14.330.04 Policies and Procedures

04. Policies and Procedures. Written policies and
procedures shall be developed by the pharmacy
and therapeutics committee or its equivalent to
govern the pharmaceutical services provided by
the hospital. {10-14-88)

.a. Policies and procedures shall be reviewed

revised and amended as necessaty, and dated to
indicate= the time of last review. (10-14-88)

b. Written policies and procedures that are
essential for patient safety, and for the control
and accountability of drugs, shall be in
accordance with acceptable professional
practices and applicable federal, state and local
laws. (10-14-88)

c. Policies and procedures shall include, but are
not limited o the following: (10-14-88)

i, There shall be a drug recall procedure that can
be readily impiemented; and (10-14-88)

ii. All medications not specifically prescribed as to
time or number of doses shall be controlled by
automatic stop orders or other methods; and
(10-14-88)

iii. Drugs shall be dispensed and administered
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only upon written or verbal order of a member of
the medical staff authorized to prescribe. Verbal
orders for drugs shall be given only to those
health care practitioners empowered to accept
orders under ldaho law and written hospital
policies and procedures. Verbal or telephone
orders shall be signed by the prescriber within
twenty-four (24) hours. The person accepting the
verbal or telephone orders shall meet the
procedures set forth in Subsection 260.10; and
(12-31-91)

iv. [f patients bring their own drugs into the
hospital, these drugs shall not be administered
uniess they are identified by the pharmacist and a
physician's order is written to administer these
specific drugs. If the drug(s) that the patient
brought to the hospital is (are) not to be used
while he is hospitalized, it (they) shall be
packaged, sealed, stored, and returned to the
natient at the time of discharge,; and (10-14-88)

v. Self-administration of medications by patients
shall not be permitted unless specifically ordered
by the physician; and (10-14-88)

vi. Investigational drugs shall be used only under
the supervision of the principal investigator and
after approval for use by the pharmacy and
therapeutics committee; and (10-14-88)

vii. Acts of drug compeounding, packaging,
labeling, and dispensing, shall be restricted to the
pharmacist or to his designee under supervision,
and (10-14-88)

viii. The labeling of drugs and bioiogicals shall be
based on currently accepted professional
principles, applicable federal, state, and local
laws, and include the appropriate accessory and
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cautionary instructions, as well as the expiration
date when applicable. Only the pharmacist or
authorized pharmacy personnel under the
supervision of the pharmagcist shall make labeling
changes, and (10-14-88)

ix. Discontinued drugs, outdated drugs, or
containers with worn, illegible, or missing labels
shali be returned to the pharmacy for proper
disposition; and (10-14-88)

x. Only approved drugs and biclogicals shall be
used. {See definition.) A list or formulary of
approved drugs shall be maintained in the
hospital. (10-14-88)

This Rule is not met as evidenced by:

Based on observation, poticy review and staff
interview, it was determined the hospital failed to
ensure outdated drugs were removed from the
pharmacy and not available for patient use. The
findings include:

1. During a tour of the pharmacy on 1/22/07 at
2:30 PM, three outdated medications were found.
The medications and their expiration dates were
as follows:

* Furosemide 2 myg. {1 multidose vial) - 12/1/06
* Levaquin 750 mg. infravenous piggyback -
1211/08

* Potassium Chloride 800 mg. tablets - 6/06

2. The Registered Nurse, present at the time of
the observation, stated pharmacy services were
provided by pharmacists from a local pharmacy.
She stated the pharmacist routinely came to the
hospital at 6 PM every day there were patients in
the hospital. She stated the pharmacist was
responsible for medication storage and he

BB224
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07. Inservice/Continuing Education. The
pharmacist shall provide inservice/continuing
education for medical and nursing staff at least
once guarterly. (10-14-88)

This Rule is not met as evidenced by:

Based on staff interview, it was determined the
pharmacist failed to ensure that
inservice/continuing education was provided for
medical and nursing staff on a quarterly basis.
The findings include:

During a tour of the pharmacy, on 1/22/G7 at 2:30
PM, a Registered Nurse stated she was not
aware of any recent inservices provided by the
pharmacist. The pharmacist, interviewed on
1/23/07 at 10 AM, confirmed inservices had not
been provided to medical and nursing staff on a
guarterly basis,
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drugs were stocked in the hospital pharmacy or ?
within the hospital. No documentation was found \’\’\Dh .
to indicate the pelicy was followed to ensure
expired medications were not available for patient
use.
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Responsibilities

04. Infection Control Committee Responsibilities.
The infection control committee shall be
responsible for at least the following: (10-14-88)

a. Designate one (1) person to act as the
surveillance officer; and {10-14-88)

b. Evaluating antibiotic susceptibility/resistance
trends; and (10-14-88)

c. Review of all infection control procedures for all
departments, including housekeeping and laundry
procedures, at ieast annually; and (10-14-88)

d. Development of procedures for defining and
controlfing hazardous and infectious wastes; and
(10-14-88)

e. Continuing education for alt appropriate
personnel. {10-14-88)

This Rule is not met as evidenced by:

Based on staff interview and review of the
infection control plan, policies and program
information, it was determined the hospitai failed
to ensure infection control procedures for all
departments were reviewed on an annual basis.
The findings include:

Review of the hospital's infection control plan and
policies indicated the last review was completed
in 2005. In addition, the manual contained
"Guidelines for Prevention of Surgical Site
Infections”, provided by the Centers for Disease
Control (CDC), which were dated 1998, No
current CDC information was found in the
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manual. The Assistant Director of Nursing
stated, on 1/23/07 at 8:30 AM, that hospital
policies and procedures were currently being
reviewed, but review of the infection control
policies had not yet been completed.
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